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In response to widespread concerns regarding Veterans’
access to VA care, Congress enacted the Veterans Access,
Choice and Accountability Act of 2014, which required VA
to establish the Veterans Choice Program (VCP). Since the
inception of VCP, more than two million Veterans have
received care from community providers, representing ap-
proximately 25% of Veterans enrolled in VA care. However,
expanded access to non-VA care has created challenges in
care coordination between VA and community health sys-
tems. In March 2018, the VA Health Services Research &
Development Service hosted a VA State of the Art confer-
ence (SOTA) focused on care coordination. The SOTA con-
vened VA researchers, program directors, clinicians, and
policy makers to identify knowledge gaps regarding care
coordination within the VA and between VA and communi-
ty systems of care. This article provides a summary and
synthesis of relevant literature and provides recommenda-
tions generated from the SOTA about how to evaluate
cross-system care coordination. Care coordination is typi-
cally evaluated using health outcomes including hospital
readmissions and death; however, in cross-system evalua-
tions of care coordination, measures such as access, cost,
Veteran/patient and provider satisfaction (including with
cross-system communication), comparable quality met-
rics, context (urban vs. rural), and patient complexity
(medical andmental health conditions) need to be included
to fully evaluate care coordination effectiveness. Future
research should examine the role of multiple individuals
coordinating VA and non-VA care, and how these coordina-
tors work together to optimize coordination.
KEY WORDS: Veterans; care coordination; health information
interoperability; delivery of healthcare.
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INTRODUCTION
Since its origins as a federal administration in 1930, the U.S.
Department of Veterans Affairs (VA) has provided Veterans
with comprehensive healthcare, including inpatient, outpa-
tient, and long-term care. Much of this care is provided
through VA’s 170 medical centers and 1061 additional VA
clinics. Beyond providing care directly through VA facilities,
VA partners with federal, academically affiliated, and private
providers, clinics, and hospitals to deliver care services for
Veterans. Federal law allows the VA to pay for care at outside
(non-VA) facilities via contract or individually authorized care
arrangements, in which VA reimburses community providers
for each service rendered to patients.
In response to widespread concerns regarding Veterans’
access to VA care, however, Congress enacted the Veterans
Access, Choice and Accountability Act of 2014, which re-
quired VA to establish the Veterans Choice Program (VCP).
Veterans already enrolled in VA care that were waiting longer
than 30 days for an appointment or lived more than 40 miles
from the nearest VAmedical facility became eligible to receive
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VA-paid non-VA care through a VA-approved provider. The
VCP allowed VA to expand the availability of community care
for eligible Veterans through enhanced relationships with
community providers—including private practices and feder-
ally qualified health centers—and federal providers, including
the Department of Defense and the Indian Health Service. In
FY 2017, over 50% of all Veterans Health Administration
(VHA) community care appointments were delivered using
the VCP.1 Although VCP and related non-VA care programs
were intended to expand Veterans’ access to care through
community partnerships, these programs also posed chal-
lenges for coordination of care between VA and non-VA
providers. Coordination problems related to making non-VA
appointments, sharing electronic medical records between VA
and non-VA systems, and timely receipt of results have all
been well-documented.2,3 Thus, the chief goals of coordina-
tion are to improve health outcomes by ensuring that care from
a multitude of providers is not provided in silos, and to help
reduce healthcare costs by eliminating waste from the system.
In March 2018, the VA Health Services Research & Devel-
opment Service convened a State of the Art (SOTA) confer-
ence to review evidence about cross-system care coordination,
identify related research and implementation gaps, and devel-
op priorities for action. More than 50 VA clinicians, research-
ers, and policy makers, as well as researchers outside the VA,
participated in three workgroups to examine various aspects of
care coordination, including care coordination within VA,
measures and models of care coordination, and cross-system
care coordination. This article summarizes findings from the
workgroup focusing on coordination between VA and its non-
VA partners. For the purposes of this SOTA workgroup, we
focused solely on non-VA care paid for by the VA but provid-
ed by community providers, rather than care provided through
other non-VA sources (e.g., private health insurance, Medi-
care, Medicaid).
CURRENT EVIDENCE ON CROSS-SYSTEM CARE
COORDINATION
Prior to the SOTA, members of the non-VA care coordination
group reviewed existing literature on cross-system care coor-
dination in order to understand how other systems coordinated
care for patients moving between two healthcare systems.4 In
addition, members were provided with VHA definitions and
models. The non-VA coordination group used the VA and
non-VA literature to synthesize existing evidence and guide
recommendations for improving non-VA care coordination.
Previous studies have consistently found that VA performs as
well or better than non-VA care in delivering high-quality care,
although care quality varies across facilities and specialties.5,6
Studies characterizing Veterans’ healthcare utilization indi-
cate that as many as half of Veterans rely on both VA and non-
VA sources of care, with older and more rural Veterans more
likely to be dual users.7–9 Patients make complex decisions
regarding healthcare seeking based on their access to care,
perceptions of care, prior utilization, satisfaction, quality, and
outcomes10–12 and there is growing recognition of the need to
assess patient experiences of cross-system care as a means of
evaluating its coordination and quality.13 Both VA and non-
VA providers have reported significant frustration with cross-
system care coordination, particularly related to barriers to
information exchange and a lack of role clarity and care
tracking.14–17 Health information technology (IT) has been
shown to be an essential part of effective information ex-
change, but is itself highly complex and reflects only one
component of achieving coordinated care.18,19
MAJOR AREAS OF FOCUS FROM NON-VA CARE
WORKGROUP
To identify priority areas of focus, ideas were proposed and
discussed by all workgroup members (n = 23). Through a
consensus-building process, workgroup members chose to
identify three areas of focus from the longer list of possible
issues. The first was the need to identify whichVeterans would
benefit most from special efforts in coordinating care. With
more than two million Veterans receiving non-VA care annu-
ally, some prioritization is necessary to coordinate care for
Veterans most in need, requiring development of systems to
identify which Veterans are most in need of care coordination.
The second priority area focused on who should deliver care
coordination services. Historically, primary care has been
tasked with the responsibility to coordinate care for Veterans
requiring non-VA care. However, organizational shifts within
the VA have reorganized non-VA care coordination services
into local offices of community care, raising questions regard-
ing the most efficient and effective way to provide care coor-
dination services. Finally, the non-VA care working group
prioritized the need to identify or develop measurement sys-
tems that would accurately assess how effectively non-VA
care is being coordinated with VA care for Veterans. An
examination of each of these issues is detailed in the sections
below.
IDENTIFYING VETERANS WHO BENEFIT MOST FROM
CARE COORDINATION
VA is responsible for managing Veterans’ care, whether that
care is provided by VA providers or purchased from non-VA
providers, but individual care coordination needs vary greatly.
Veteran preferences, involvement of caregivers, health com-
plexity, exigency, and access to healthcare affect care coordi-
nation needs. Veterans who have multiple chronic health con-
ditions, who cannot fully participate in the coordination of
their care, or who receive care across healthcare systems have
the highest need for care coordination.20 Within VA, all Vet-
erans are provided with a level of care coordination through
their assigned Patient Aligned Care Teams (PACT), which are
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similar to patient-centered medical homes. However, higher
levels of care coordination may be warranted due to greater
healthcare need (e.g., multiple comorbidities, advanced or
more severe conditions), limited personal resources, and fre-
quent cross-system use.7,21–23 In addition to PACT, VA Office
of Community Care has developed a triage tool to differentiate
Veterans with low, moderate, or high needs for coordination to
facilitate coordination and navigation within and outside the
VA. This tool also helps in documenting the intensity (“dos-
age”) of coordination delivered. In conjunction with VA’s
databases, researchers can use this tool to examine the rela-
tionship between care coordination and outcomes at the levels
of Veteran, provider, and system. This system uses the Care
Assessment Need (CAN) score as a base, and clinicians are
able to upgrade or downgrade the care coordination needs
based off other factors as well (e.g., social support).
DELIVERY OF CARE COORDINATION SERVICES
Deciding who coordinates Veterans’ non-VA care is an impor-
tant but potentially inconsistent aspect of VA care coordination
efforts. Care coordination is often called a team sport, requir-
ing the right infrastructure, resources, leadership, and culture
to support synchronized efforts, communication, and collabo-
ration amongmultidisciplinary teams of providers and special-
ists (NEJM Catalyst). Recent Medicare demonstration pro-
grams have examined the role care coordinators play in reduc-
ing re-hospitalization.4 By introducing the patient triage tool
described above, VA is also paving the way for research to
examine who is involved in care for specific patients, condi-
tions, or cross-system care patterns (e.g., use of non-VA care
primarily for women’s or mental health), and to identify the
composition of care coordination teams associated with best
outcomes for patients. Specifically, care coordination is carried
out at acute, chronic, post-discharge, and community levels,
and may involve coordination efforts from hospital physi-
cians, nurses, social workers, physical therapists, and primary
care providers. For example, hospital physicians may commu-
nicate with primary care providers, physical therapists, and
social workers to obtain advice on patient management, dis-
charge plans, or follow-up care. Yet multidisciplinary coordi-
nation occurring in the absence of shared goals and relation-
ships may impede the quality and timeliness of care and
services. Thus, a framework for how to measure this care
coordination is needed to ensure that all providers involved
in care coordination efforts understand their shared roles and
responsibilities and can meet the same goals of ensuring high-
quality care for veterans.
CARE COORDINATION MEASUREMENT SYSTEMS
Workgroup members identified six components necessary to
include when measuring the efficacy of care coordination for
non-VA care. Those elements include access, cost,
satisfaction, quality of care, adequacy of local community
provider networks, and timely sharing of medical records.
Access. Discussions of timely access to care often come with
heightened emotions for both Veterans and the VA, since some
VAmedical centers, like many non-VA institutions around the
country, have experienced struggles with timeliness of care.
VA has developed and validatedmeasures of access to VA care
that are based on administrative scheduling data.24 Veterans
can now find average wait times for appointments, specific to
VHA facilities, clinics, and whether the Veteran will be a new
or returning patient available online (“How Quickly Can My
VA Facility See Me?”).25 However, this same information is
not yet available for non-VA partners. Non-VA care introduces
many elements that may remain outside VA’s control, despite
VA’s authorization and sponsorship of such care. To identify
and quickly address any backlogs that may arise, it is impor-
tant to understand access at junctures across the scheduling
process, including time from medical decision to referral;
referral to appointment; appointment to availability of findings
and recommendations; and results to follow-up care, whether
VA or non-VA. To address this, VA is developing systems
such as the HealthShare Referral Manager (HSRM). The
HSRM is an online portal designed to collect information from
multiple disparate systems to inform decision-making and
track workflow.26 These new tools, unique to the VA, lend
themselves to measuring important aspects of care coordina-
tion such as the impact of non-VA care on access.
Cost.Accurately measuring the cost of VA and non-VA care is
equally challenging. The cost of non-VA care can be computed
directly by adding the value of claims paid to community
providers, but VA care is not administered through claims.
Consequently, VA costs must be estimated by apportioning
VA budgets to individual services. This is an accounting
challenge, and the results are heavily influenced by decisions
about what overhead costs are included, and the basis upon
which those costs are apportioned. Researchers are currently
developing and testing a method to compare costs between VA
and non-VA care, toward the goal of supporting cost-
conscious decision-making in planning and allocations for
future care.
Satisfaction. One important consideration when evaluating
VA and non-VA care coordination is Veteran satisfaction.
Patient-centered care respects and responds to individual
patients’ preferences, needs, and values, while ensuring that
the patient’s values guide medical decisions. VA administers
surveys modeled on Consumer Assessment of Healthcare
Providers and Systems, through the Survey of Healthcare
Experiences of Patients program, covering patient experience
in VA general primary care, specialty care, and inpatient care,
as well as for community care. In contrast to patient satisfac-
tion, we are not aware of systematically collected data on
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provider satisfaction with care coordination. Provider
satisfaction is of particular relevance in evaluating
cross-system care coordination, because the time-
intensiveness and complexity of such coordination can
be a significant source of strain on providers, potentially
increasing the likelihood of burnout and turnover among
healthcare professionals, or reducing their willingness to
invest their time in coordinating care.
Quality of Care. As Veterans increasingly seek care in places
both inside and outside the VA, the risk of adverse events due
to fragmentation of care may increase. We must study the
quality of care, to know what specific aspects of VA’s
approaches to coordinating care may create special risks for
Veterans. VA assesses 25 quality measures through their
Strategic Analytics for Improvement and Learning Value
Model, some of which focus on elements related to internal
care coordination.27 The measures are a collection of metrics
from various non-VA sources. While quality within VA is
well-tracked, monitoring the quality of non-VA care is diffi-
cult, though the Office of Community Care is currently exam-
ining mechanisms to systematically evaluate non-VA care. For
evaluating quality outcomes of care coordination, we highlight
the following domains from the National Quality Forum’s
Preferred Practices and Performance Measures for Measur-
ing and Reporting Care Coordination: A Consensus Report:
healthcare home, proactive plan of care and follow-up, com-
munication, information systems, and transitions or “hand-
offs.”28
Adequacy of Networks. When VCP was implemented, VA
contracted with third-party administrators to improve access to
non-VA provider networks. Early research of VCP implemen-
tation found that there were communication difficulties among
stakeholders (e.g., VHA, third-party administrators, commu-
nity providers, and patients), slow or incomplete exchange of
medical records, network provider shortages, and concurrent
barriers to community provider participation.3,14,17,29,30 The
number of providers, providers’ distribution across specialties
(i.e., health professional shortage areas), locations of existing
providers (e.g., clusters in urban vs. rural areas), and provider
preferences (e.g., capacity to accept new patients, reimburse-
ment limits) are not necessarily aligned with optimal care and
coordination and so need further evaluation. Careful assess-
ment of where current provider networks are inadequate, and
for what specialties, will be required to support targeted net-
work development toward the goal of increasing long-term
capacity for delivery of community care.
Timely Sharing of Medical Records. Another key to
coordinating care across public and private networks is
timely sharing of medical records. VA and non-VA providers
each need clinical information from the other, and VA admin-
istrators need to know if services referred to community
networks were provided thoroughly and on time. VA has
invested in health information exchange technology to support
standardized methods to share records with community pro-
viders as well as the Department of Defense. Unfortunately,
use of VA health information exchange has been low.10 Al-
though some research has been done,31–36 additional research
that measures aspects of care coordination via health informa-
tion exchange would be helpful to policymakers and admin-
istrators who must allocate resources and balance privacy
concerns against care coordination needs.
For additional discussion of care coordination measures and
models, not limited to cross-system care coordination, see the
conference’s Measures and Models workgroup’s manuscript
elsewhere in this Supplement.
FUTURE RESEARCH NEEDED
Much research is needed to understand the impact of the VA’s
approach to coordinating care for its Veterans, and how to
improve coordination of care further. For example, more stud-
ies are needed to evaluate the quality of care received across
systems in the current era, although evidence suggests that
dual-system care is more likely to be associated with care
fragmentation, resulting in duplication or gaps in services
and worse health outcome;37,38 these findings underscore the
critical importance of care coordination to the success of VA’s
community care initiatives. Furthermore, we will need to
examine and understand how medical centers have sought to
establish infrastructure to facilitate coordination, what they
established, decision-making (why, under what circumstances
and indications) behind the cross-institutional communication
and coordination, and where it happens (which places work
together, how institutional relationships are forged and fos-
tered, special challenges and solutions in urban or rural areas).
Timeliness (when) is another critical element. We should
examine whether adding non-VA care to the VA care of
Veterans alters access and quality outcomes, whether positive-
ly or negatively, or whether outcomes are unchanged. In cases
where differential outcomes become apparent, we will need to
examine whether the difference may be attributed to the coor-
dination process or events themselves, the specific medical
conditions being addressed (e.g., mental illness), or the deliv-
ery of care. A related and important need is knowing when
care should be provided outside the VA, perhaps due to
availability or effectiveness of certain non-VA services. “Eq-
uitable” refers to “providing care that does not vary in quality
because of personal characteristics such as gender, ethnicity,
geographic location, and socioeconomic status.” As we con-
duct the research described above, we will need to account for,
and examine, these factors to gain an understanding of their
effects on equity, ensuring VA’s ability to support equitable
care for all Veterans.
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